Technique in X-ray examination of the colon has recently been discussed before this Sub-Section, so that I do not propose to dwell on it.
I approach the subject from the purely radiological standpoint, and therefore from the point of view of diverticula of the colon.
The X-ray examination is usually employed for differential diagnosis between diverticulitis and carcinoma. The method of choice is to administer a barium enema. The screen examination during the administration is of importance. A localized spasm with a temporary delay in the advance of the enema is of significance. A radiogram should be made to demonstrate this. Such spasm in a case of diverticulitis is as a rule quickly overcome by the gravity-fed enema. It may be necessary to increase the pressure, which is done by utilizing the bulb portion of a iligginson syringe between the douche can and the rectal tube. The spasm having relaxed or been overcome by the increased pressure, the colon may fill normally or show the extramural pockets indicative of diverticula. The colon is filled throughout if possible, though in a case of diverticulitis not infrequently the irritability of the lower colon and the consequent inability of the patient to retain the enema does not admit of this. In any case the important part of the examination occurs after evacuation of the enema. The diverticula are more apparent than in the barium-filled distended colon. Thereafter radiograms are made at intervals of days or weeks to illustrate the retentivity of the diverticula.
Effectiveness of treatment can be demonstrated by radiography at intervals after the administration of the enema. By this means there can be conclusively shown the effect, on the emptying the diverticula, of the administration of oil, whether by the mouth, or by the rectum, or simple lavage.
The X-ray appearances are typical, so that a mistake should rarely be made in diagnosis, provided an interval is allowed to elapse before concluding the examination. The radiograms made on the second or third day after administration of meal or enema are of the greatest importance. In the early stages of the meal, and sometimes of the enema, these diverticula do not fill the barium. Presumably they are already filled with fwcal matter, but with a continuation of the examination some of the barium will mix with the faecal content. It is therefore important that a thorough lavage of the colon should be made before an X-ray examination. In such cases the portion of the bowel involved always presents a spastic appearance or some irregularity of the lumen which, while not characteristic, is suggestive, and should lead to further observation.
Late observations are again of importance in differential diagnosis from malignancy, as in the cases in which at the enema a ragged defect is seen in the sigmoid the forty-eight-hour film will show the extraluminal residues in the presence of diverticula.
My experience is that diverticula of the colon are seen rarely in hospital practice but very frequently in private practice. They are often disclosed during a routine gastro-intestinal examination in which there are no symptoms directly ascribable to them.
Lastly, the number of diverticula does not appear to be in any relation to the severity of the symptoms. (Lantern slides were shown to demonstrate this.)
Dr. DE MARTEL (Paris).
Diverticulitis is not rare, but a condition seldom diagnosed by physicians; for I have operated upon seven cases of diverticulitis: four males and tbree females; but none of these bad previouisly been diagnosed as such.
Case I.-Male, aged 72, wholmi I operated uiponi for incomllplete intestinal obstructioln. I performed a colostomiiy after having found a very hard tumour about the size of a small orange in the sigmoid. Innnediately above the tum-lour, which was adherent to the parietal peritoneumi, several diverticula containing hard fwcal miiasses were seen.
The patient lived eight years withouit further intestinal trouble and died at 80 years of age fromn pneumonia. Case II.-Male, aged 50, submitted to operation for acute appelndicitis. I found the appendix perfectly healthy, but on the medial aspect of the cecuiim there was a long, gangrenous diverticulum which was perforated and contained hard fiecal masses. I emptied the diverticulum and resected it; sutured in three places; covered with omentum ; drained; patielnt recovered. The X-rays at a later date showed nulmlerous diverticula in the sigmoid. End-to-end anastomosis of the colon after ceecostomy. Patient recovered. This was a case of diverticulitis. Opening up of the tumuour revealed many large diverticula containing hard matter surrounded by toulgh fibrous tissue.
Case V.-Female, aged 61, who had a localized peritonitis in the left side of the pelvis. One abscess drained into the bladder, and gas and fwcal imiatter appeared at the urethra. The tumour was easily palpable by rectal examiination. Incision of the abscess and permanent colostomiiy of the transverse colon. Recovery with a persistence of fistula. The tumour had entirely disappeared, but the patient refused further treatmient. Cases VI and TVJI.-Intestinal tumours, mistaken for cancer, which had slipped back into the pouch of Douglas, where they were firmnly adherent to the uterus and the left tube. In one of these cases the sigmoid was very long, and I was able to remilove the tumliour with the uterus to which it was attached. I performied an end-to-end anastomosis of the intestine after cacostomy. The patient recovered. In the other case I contented myself with doing a transverse colostomy and a cure resultecl, the tumiiour, which had been very perceptible, having disappeared.
My experience with diverticulitis lhas been very limited, but in my opinion this condition is very rarely diagnosed in its incipient stage, therefore all our efforts should be concentrated upon an early diagnosis, whichl would be of value in medical and surgical treatment. At the present time we are seldom called into consultation before the disease has progressed considerably and the infection has spread from the intestine to the neighbouring organs.
I think that the first step in this treatment is to l)erform an artificial anus at a considerable distance from the principal lesion, which, thus allowed to rest, diminishes in size, becomes less septic, is more amenable to surgical treatment and frequently disappears. In other cases we may attack the lesion itself when this is possible, and l)erform a colectomy, which is a diffictult and grave operation; I also thlink that frequently we mnust be content with transverse colostomy, especially in the case of aged stubjects. M. VICTOR PAUCHET, M\.D). (Paris). I have operated in ten cases of diverticLilitis, in all with a successfuil result. I do not include those of pericolic suppuration treated by simple incision, for the diagnosis was not ultimately confirmed in every case.
Four of these patients suffered from sigmoid flexure fistula, which closed after a left artificial anus had been made.
In the ten cases of diverticulitis I l)erformed the following operations: 
